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Abstract: This paper explores the reasons for multiple caries in children from the viewpoint of
clinical practice, namely General Dental Practitioners (GDPs) and their teams, to identify obstacles to
reducing inequalities in caries experience. The context of the research is the distribution of dental
caries in UK communities where disease prevalence correlates with deprivation and these sub-groups
are not attending for dental care on a regular basis. A focus group of dentists, along with individual
interviews with dentists and dental support staff were chosen to explore the perceptions of GDPs,
Dental Therapists, and Dental Nurses. The content analysis of the data highlighted six main themes.
These included sugar, in terms of the amount, availability and the marketing of it; socioeconomic
associations with dental caries experience; the dentists’ role; the National Health Service (NHS) dental
contract in terms of time-constraints in meeting targets and finally, the management of the child with
multiple caries. This research suggests that there are possible barriers to the delivery of equitable
care to populations. These include availability and access to GDPs along with the perceptions held
by GDPs. Training aimed to develop a targeted behavioural approach towards deprived sub-groups
is required in order to avoid unintended social exclusion.
Keywords: multiple caries; children; socioeconomic status; inequalities; stigmatisation; general dentist
1. Introduction
Oral diseases affect nearly 3.5 billion people worldwide with more than 530 million
children suffering from tooth decay of primary teeth. This makes dental caries one of
the most prevalent non-communicable (chronic) childhood diseases in the world [1]. In
European countries there have been dramatic improvements in caries prevalence over
previous decades [2]. However, caries prevalence in many European countries correlates
with socioeconomic deprivation [2]. Northern European countries show lower caries
prevalence than Southern and Eastern European countries [3]. In the United Kingdom
(UK) epidemiological surveys show that 23% and 34% of 5-year-olds in England and Wales
experience dental caries respectively [4,5]. The distribution of disease that is present is such
that communities considered to be deprived tend to experience dental caries [5]. Steele
(2015) states that dental caries is no longer a problem in higher socioeconomic populations
in the UK [6]. Predominantly it will be children from deprived populations that will be
experiencing multiple caries [6–8]. Moreover, these children are more likely to generate the
need for general anaesthetics (GA) for tooth extraction [9].
Furthermore, Steele postulated in his 2015 BDA Anniversary Lecture that it is likely
that the inequalities between higher and lower socioeconomic groups will persist based
on the social determinants of health [10]. This reflects the support for an ‘upstream’
public health action as opposed to traditional individual ‘downstream’ behavioural ap-
proaches [11]. Batchelor (2012) considered population health and identified that upstream
population approaches have the potential to increase social division when individual
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behaviour change is necessary within populations [12,13]. For example, water fluorida-
tion will reduce the prevalence of caries in populations including the socioeconomically
deprived [14–16]. However, the distribution continues to be skewed towards the de-
prived [17,18]. Individual behavioural factors impact on disease aetiology and unless
the behaviours change, disease activity persists in individuals. This can be observed in
the distribution of caries within communities in the UK [6]. Similar findings apply to
the associations between obesity, dental caries and deprivation [19]. The World Health
Organisation (WHO) suggests that excess calories from foods and drinks high in free sugars
can lead to caries, being overweight and obesity. Thus, the intake of free sugars should be
reduced to less than 5% of total energy intake [20].
Parents’ attitudes and beliefs, education, socioeconomic status, culture and family
functioning impact on oral health-related behaviours [21–28]. Health and social care struc-
tural systems have a potential to influence these variables and oral health behaviours [29].
Thus, the promotion to use non-dental personnel to deliver primary oral health prevention,
for example using Health Visitors (registered nurses who work with children of pre-school
age and their families) in the UK [30].
Higher socioeconomic groups utilise dental services regularly and asymptomatically
while lower socioeconomic groups conversely utilise services irregularly and symptomat-
ically [7,31–33]. The independent review of general dental services in England shows a
flow chart demonstrating care pathways with individuals separated into those that choose
ongoing continuing care pathways and those that do not [31]. It is clear that, in general,
lower socioeconomic sub-groups are not attending for dental care on a regular basis.
In this context, without assuming that the reason for multiple caries is a lack of dental
attendance, there is a gap between academic theory and reality. Theoretical models and
approaches are documented in dental public health literature [34–36]. Levine, as early as
1974, published the Scientific Basis of Oral Health Education [34]. The need for regular
attendance at general dental practice is a key primary prevention message to be promoted
by dental professionals, stated in this document and subsequent editions [34,35]. It is
therefore important to establish the relationship between decision-making within those
attending regularly for dental care and those that are not if inroads are optimised to reduce
these inequalities. The Scottish Forum for Public Heath Medicine states “Research is required
to determine methods of improving dental attendance levels and to enable actual, rather than claimed
attendance patterns to be established more accurately” [37]. Regular dental check-ups have been
reported to be associated with better dental status [38,39]. The commonly held view that
the poor oral health of poor people is explained by personal neglect has been challenged
by some workers [8,33,40,41]. Therefore, critical reflection on the actions that determine
a good level of oral health are needed in order to answer the question: are individuals
choosing not to attend regularly or are there obstacles influencing choices?
Dental attendance is a required behaviour for appropriate individual advice regarding
fluoride usage and sugar consumption if population sub-groups that are experiencing
dental caries are to be reached and social divisions reduced. In this way the weakness
identified by Batchelor [12] regarding upstream approaches is addressed.
The availability, accessibility and acceptability of care is paramount if the rhetorical
promotion of ongoing care is to be manifested in reality. For over two decades access
to dental services within the UK has been difficult, particularly for lower socioeconomic
groups [42]. General dental practitioners and government continue to work towards a
suitable and sustainable NHS Dental Contract that satisfies both parties [43,44]. There
is a risk of stigmatising population sub-groups with targeted oral health promotion [13]
therefore GDPs are ideally positioned to deliver prevention without stigmatising deprived
sub-groups [45].
This paper aims to explore the views of GDP and dental support staff in regard to
multiple caries in children in order to identify obstacles to reducing inequalities in caries
experience.
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2. Methods
As the aim of this study was to engage GDPs and dental support staff about their
perceptions, knowledge and practice in relation to multiple caries in children, a focus group
as well as individual virtual interviews using Microsoft Teams were chosen primarily as the
most appropriate method of exploring perceptions [46,47]. This methodological approach
has been successfully used under a platform of the delivery of primary and secondary
prevention by non-dental professionals which is promoted by government agencies [48].
In addition, the role of health-carers, teachers and parents has also been explored by the
research team [49,50].
2.1. Sample
The focus group comprised five GDPs who were midway through a part-time MSc in
Clinical Endodontics and practising in different practices in South and West Wales. The
five participants were emailed personally by one of the researchers, informed about the
study and invited to participate. The response was positive. A mutually convenient date
was arranged when the participants would be at the University for one of their study days.
It was agreed that a focus group would take place at the end of the morning session. In
accordance with the current literature on focus group size, a sample size of 5 is considered
feasible [51,52]. In addition to the focus group, three general dental practices agreed to be
involved in the research project. From the three practices, two dentists and four dental
support staff representing dental therapists and dental nurses with further qualifications in
oral health education, radiography and practice management agreed to be interviewed.
They were also contacted by the same researcher in the same way and invited to participate
in a virtual individual interview via Microsoft Teams.
2.2. Data Collection and Analysis
A 9-item focus group interview schedule was devised by the authors based on pre-
viously published research and a comprehensive review of the literature. The interview
schedule was verified by a Specialist Dentist in Public Health and a Consultant in Dental
Public Health. The focus group was undertaken in a quiet and well-ventilated board room
in the university away from the general teaching areas. The individual interviews were
done in the comfort of the respondent’s home and were conducted on a day and at a time
convenient to them. A facilitator and moderator were present for both methods of data col-
lection. The key task of the facilitator was to administer the schedule of questions or topic
guide. This is prepared to direct the discussion and cover key issues that the researcher
wishes to examine during the focus group. The role of the moderator in the focus group
and interviews was also invaluable and had had a positive impact on the richness of the
data collection. The moderator was able to observe the participants’ nonverbal reactions,
make field notes, highlight areas of intense discussion as well as pauses, areas of agreement
and disagreement all of which added to a rigorous and in-depth data analysis [46]. The
focus group took approximately one hour, and the interviews took approximately 30 min
to conduct.
A complete, unabridged transcription was produced for both the focus group and
interviews and included all parts of words and hesitations which is an approach recom-
mended by Bloor et al. [47]. The transcription was carried out by the facilitator within one
week whilst the discussion was fresh in the researcher’s mind. Initially, the recordings were
played back several times to allow the researcher to feel confident that the transcription was
an accurate and authentic record of what was said and for the main themes to emanate from
the interview. This provided a closer connection between the interview and transcription
which enhanced the content analysis.
The data analysis involved open coding in which keywords and phrases were high-
lighted which captured the essence of the participant’s own words which were then coded
into broader generic categories/themes. NVivo was used to assist and provide a more
rigorous approach to this content analysis through the identification of nodes and sub-
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nodes. Investigator triangulation was established as all four members of the research team
independently read and coded the transcripts before meeting to reach a consensus on the
main themes.
Ethical approval was granted by the Low Risk Ethics Committee within the University
faculty of Life Sciences and Education at the University of South Wales. The main ethical
principles of informed consent, confidentiality, anonymity and data protection (GDPR 2016)
were stated in both the information sheet and consent form and were upheld throughout
the study.
3. Results
The content analysis of the data highlighted six main themes. These included sugar, in
terms of the amount, availability and the marketing of it; socioeconomic associations with
dental caries experience; the dentists’ role which revolved around hands on activity as well
as disease activity being associated with patient behaviours; the NHS Dental Contract in
terms of time-constraints in meeting targets; patients’ behaviours which involved some
stereotyping and a perceived lack of knowledge and finally, the management of the child
with multiple carious lesions. DF: Dentist Focus Group, DI: Dentist Individual Interview,
DS: Dental Support Professional.
3.1. Sugar
There was a perception that the amount and availability of sugar contributed to caries
levels in children.
DF 1 “sugar is everywhere, like you go anywhere, there is sugar like you go to like a
hardware store, they have a sweets aisle”
DF 1 ‘there’s so much research showing that sugar is the indicator, its not controversial
at all, I mean decay is entirely preventable”
There was a level of acceptance that individuals in today’s society are bombarded
with high sugar consumption from marketing and selling of goods. In this context the
group felt sorry for individuals in their fight to control the consumption of sugar thereby
defending parents in their fight for health.
DF 1 “so you go through life saying, you actually have to make a conscious decision to
refuse sugar every time you buy something”
Along with this, the concept of hidden sugars, particularly for foods marketed as
healthy, played a considerable role in peoples’ decision making towards the consumption
of ‘healthy’ or ‘safe’ foods and drinks.
DF 2 “yeah no but there’s all like you know fruit, dried fruit and its still high in sugar”
DI 1 “A lot of parents think that fruit is better. They are giving their children a lot of
fruit now and that is maybe not the same amount of damage, but still some damage”
It was voiced that the individual’s knowledge base would influence their choices and
behaviours. Therefore, if people were unaware of the sugar content of foods/drinks and
how they were consumed then this would be a contributory factor for high caries levels.
How society was eating and drinking was also an issue that was identified. There was a
perception that society had changed in its eating habits and that grazing had become an
accepted way to feed in today’s society.
DF 3 “I do think, you touched on something about mealtimes and things, lack of, society
has changed, the dynamics of sitting down, family, having 3 meals, everyone is on the run,
busy, somebody is rushing off here, the kids are rushing off to play netball, swimming,
gymnastics or whatever it is, they’re all on the go”
DF 3 “and lifestyle, its grazing throughout the day rather than meals, frequency of sugar
throughout the day so even if its not necessarily high”
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With this in mind, individuals were thought to have a preference for an easy life and
convenience foods.
DF 4 “ . . . .it will have sugar and salt in cos that’s how you add your flavours to it like
the healthy foods, the low fat foods, for example, the fat is what gives you the flavour
in food isn’t it? And they take that out and they add sugar and salt to give you the
flavour back”
3.2. Socioeconomic Considerations
Participants identified socioeconomic associations with caries experience, with low
socioeconomic groups more likely to experience high levels of caries.
DF 3 “And families, you’d see, I used to work in Barry (deprived) and I would have a
prescription pad and a referral pad for GA and virtually every single day of my working
life i was referring a kid for GA”
DF 5 “also generally like em, deprived areas I think we see more”
DF 4 “they’ve got dreadful, dreadful decay rates”
Cost considerations were also identified as an issue affecting the individual’s decision-
making regarding the foods to buy and consume.
DF 1 “It’s a cost differential too, so like to buy a banana versus a Chomp bar, you know,
food is so much cheaper. High calorie high sugar food is just cheap”
DS 2 “used to be that the high sugar foods were cheaper and easier to entertain. But
obviously now with the sugar tax that has helped it a little bit”
Access to dental services was addressed with the fact that when available services
were present, the parents did not take up the opportunity for care.
DF 1 “another thing about access is that its, from a dentist’s point of view, like, sometimes
the highest need patients are the ones who don’t attend just by improving access doesn’t
mean that the target group will attend”
DF 5 “yeah that’s something, they only come to the dentist when there’s a problem and
next time they come to you is when the kid needs another extraction or a filling”
DF 5 “I think a lot of people just go to the dentist when they’ve got a problem. They don’t
look at dentists from the point of improving oral health or the dentist can help us to you
know look after our child’s oral health, they just take the child or go themselves when they
have a problem”
A preference for GA solutions to dental problems were voiced by the group with
regard to treatment choices of lower socioeconomic groups.
DF 2 “but they find it quite a pleasant experience, the parents if they go to sleep, that’s
their preferred choice”
3.3. Role and Experience
The dynamic nature of caries as a process was not addressed directly within the
discussions. However, it was stated that caries was preventable and how to achieve this
through the control of behaviours. The oral health message was clearly understood by the
group.
DF 1 “well the message is simple, like brush your teeth twice a day, use a fluoride
toothpaste and stop snacking so its maybe we just need another public health campaign
on TV”
Personal experience influenced their opinions. The perceived prevalence of caries was
because of the patients they treated. It was clear that they associated patient behaviour
with disease activity.
DF 3 “I found in my practice as in a middle class part of Cardiff and when I joined the
practice 20 years ago, none of my kids had holes or any fillings”
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DI 1 “The lower socio economical classes or the higher not the middle is what I would say
and the lower probably”
DF 4 “yeah so when I started 20 years ago kids ate sweets and got decay and then kinda
go through the phases where, where, you don’t have a lot of decay but you’ve got quite a
lot of erosion from acids (agreement) and now you got getting massive amount of decay
again because of the perceived, you’ve got to be a sporty person and the sports people”
DF 1 “interesting. In my experience I am in quite an affluent area as well and the vast
majority of kids and patients who come to me don’t have caries but if they do, it tends to
be concentrated in certain families and there are a lot of caries in certain patients if they
have caries in one tooth, they typically have it in 3 or 4”
DI 2 “All over, really. I don’t think there’s like many practices in Wales where you would
go which didn’t have high, relatively high caseloads of children with you know the high
levels of caries”
It can be seen that experience has shown the dentists that behaviours, where mouth
conditions are allowed to be caries active and lead to visible disease in individuals, are
often related to family norms with regard eating habits.
DI 2 “Seeing families where for them it’s normal for their children to have, as you say, a
mouthful of dental caries . . . you say now we have to send this child for GA to have their
teeth extracted . . . yeah I had to take your brother there”
Sadly, the dentists felt that they had little influence on individuals with regard to
modifying their patients’ behaviours.
DF 4 “I think we are a very small cog in a very big wheel”
DF 1 “I think my role is really limited, I’ve come full circle on that”
DF 1 “ . . . .but I also have patients who have high caries rate at the start of the treatment
and a high caries rate 5 years later and yeah, I’ve the same message for them, it just
bounces back, I think it is important to have conversations with patients but it’s a limited
effect, it won’t work for everybody”
In order for successful behavioural interactions with patients, much emphasis was
placed on the patient being motivated and receptive receivers rather than dentists as health
promoters.
DF 1 “yeah I would love to be able to prevent decay in my patients and have the
conversations with them but I’m sceptical as to how effective those conversations are I
just think I agree with what you say, if you have more time you can speak to them about
this but I’m not sure patients are receptive to it”
Patients were described as owning little responsibility in their own oral health and
that they wanted an easy way out.
DF 4 “its easier for them to do a mouthwash”
DF 3 “they won’t floss but they’ll use a mouthwash” (Agreement)
DF 2 “convenience I think its that they are not very accepting that they are at fault, they
want someone else to blame”
However, while dentists were negative regarding the effectiveness of prevention,
dental support staff verbalised different views that were more positive.
DS2 “Um I do think I have a great deal (of influence), but think it’s a little bit too late”
DS 4 “I think we have a very important role actually because if the caries rates need to
come down in the, you know, children”
All discussion implied that the role of the dentist revolved around the delivery of
hands on activity, even preventive activity fell into the category of hands on activity with
the use of fluoride varnish.
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DS 2 “By the time they get to me because I’m not the one that is doing the normal check
ups when there are no caries present. I’m the one that carries out the treatment, so
although I can prevent it from happening in the future, I am not the one that can prevent
it happening altogether”
DF 3 “Promotion by stealth, they bring these, we’ve had these things, like fluoride
varnish”
DS 3 “Yeah, at the moment I’m currently working on doing a Fluoride application
course”
When asked who should be responsible for organising oral health promotion; they
suggested organisations such as the British Dental Association, Public Health Wales and
Toothpaste companies should be responsible for this. Good methods of delivery were
identified and included Design to Smile, Health Care Professionals like Health Visitors,
Midwives and Teachers. Public campaigns using Television and Radio were suggested
as an appropriate medium. Little responsibility was focused on dentists in their clinical
role, with scepticism regarding the efficacy of oral health promotion. Again, dental support
staff provided a contrary viewpoint emphasising team approaches and interdisciplinary
involvement.
DS3 “Well, the dental team, ultimately led by the dentist”
DS4 “I think if they were getting oral health education, I think it would mainly come
from an actual dental practice”
There was agreement with all that early attendance at the dentist should be encouraged
and the value of primary prevention was recognised:
DF5 “as soon as they get their first tooth”
DF3 “and that’s the rationale, its also good to bring them along even if its just sit in the
chair and have a sticker sort of thing”
It was also discussed that the delivery of early attendance had been driven by guide-
lines from the Welsh Government.
DF 5 “We still get children 3 and a half, 4, 4years old and they are visiting the dentist for
the first time”
DF 5 “We have been told that we should be seeing the kid with their first tooth but its not
being told to the public”
Again, participants felt that whilst it was the responsibility of the dental team to
deliver services on an individual level, there needed to be some kind of public campaign to
support the directives too.
DF 1 3 4 “yeah and if they had a public health campaign and its going to cost them money
that’s why they try to get us to do for free with limited success”
3.4. NHS Contract
Funding within the NHS dental contract was a major cause for concern within the
focus group. The contract of 2006 was target driven and that meant that target outcomes in-
fluenced decision-making for the dentists in terms of the type of patient that they needed to
see to meet their target, otherwise their incomes would be reduced. From the perspective of
the government these were unintended consequences and were highlighted by the group.
DF 4 “this contract, this 2006 contract was designed and set up to increase access to
NHS dentistry but what it has resulted in doing is massively reducing access to NHS
dentistry because dentists don’t want, there is no incentive for dentists to take on new
patients who have vast amounts of treatment required for the same amount of pay as you
would get for treating a child who needs a filling versus a patient who needs 20 fillings,
6 extractions, how many teeth is that . . . ”
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DF 4 “so this is the next point if you end up seeing lots of new patients doing huge
amounts of work, in the end you use up all your time on them, you don’t hit your targets
so next year then they remove money from you and you don’t earn you can’t ever earn
as much”
Time constraints were frequently used as an obstacle to the delivery of prevention and
the NHS dental contract did not address this.
DF 3 “So even the new contract or these pilots that are going on, they’re still driven by
output and activity so there’s still a financial gain, I know there’s evidence that you, and
they’ll give you a tolerance allowing you more time to spend on the preventive side and
use the team with therapists or health educators, I think that’s very much people in ivory
towers sort of thing”
Along with time constraints, the difficulties in managing some of the patients with the
greatest need were identified, including non-compliance in terms of attendance.
DF 1 “If I opened my books in the morning I’d probably get lots of patients with no caries
and the odd few that come in have lots of decay, who have maybe high anxiety who I can
treat, might not return for treatment or if I can diagnose particularly a patient, a kid who
has high caries, I would say that based on NICE guidance I would want to see him every
3 months, the next time, so often, the next time I see that kid would be in 18 months time
when he would need another tooth that needs to come out”
DI 1 “the other thing is, was that the patients who are coming in then tend to be less
regular attenders as well. So you get wasted appointment times then”
3.5. Patients’ Behaviours
The context of discussions suggested that the group did not specifically highlight the
behaviours related to disease activity to lower socioeconomic groups but individuals in
society in general. Opinions were expressed regarding dental attendance:
DF 4 “yeah I think I remember a statistic when only 40% of the population only attends
the dentist and that includes everyone who attends the dentist, emergencies, standard
routine care otherwise you’ve got 60% who never really go ever”
There was much stereotyping of individuals with regard general attitude and be-
haviours that resulted in ill health and, by implication, oral ill health:
DF 3 “I think that’s society, if you look at people going to the GP who are overweight,
watch Jeremy Kyle, they’ve all got, smoke, have high blood pressure, diet, it’s the whole
package isn’t it? It’s not just teeth”
DF 5 “because they don’t think teeth are important (agreement), its running in the
generation that having a tooth out is not a big deal, so that’s what they’re teaching
their children”
DS 2 “so obviously, either they just don’t care or that they just can’t take the information
on board then”
DI 2 “Right as you say, these habits are very entrenched, aren’t they? And they’re
difficult to break?”
Participants identified that lack of knowledge resulted in an unawareness of the
behaviours required for oral health but also identified how difficult it was for them, as
dentists, to help people when they were entrenched in a certain lifestyle:
DF 3 “so how do you educate somebody who comes in on crutches, is ridiculously
overweight, on all sorts of medications, she smokes, drinks, goes and bets and tell them”
Furthermore, certain health behaviours that are promoted for general health con-
tributed to oral health problems.
DF 1 “they do seem to be changing, like in young people, like that healthy body image
now, while its not great for your teeth, there are kind of changes slightly about health”
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Parenting skills were identified as contributing to caries levels but, at the same time,
parents were defended for practising behaviours that contributed to disease activity.
DF 5 “yeah, lack of knowledge from parents”
DF 1 “yeah like its very easy to say oh parenting levels are poor but its such a big problem,
it can’t be just down to the parents, like there’s not that many bad parents on the planet”
DF 5 “a lot of parents do say oh, my kid doesn’t eat any sweets but he eats a lot of fruits,
that’s another thing which is coming up, he eats a lot of fruits these days and is it the
fruits that’s not good for you? And the child’s mouth will be full of caries and that’s what
you get from parents these days, he eats a lot of fruits, he doesn’t eat any sugar”
3.6. Management of Children with Multiple Caries
The management of the child with multiple caries presented issues for the dental
professionals from the viewpoint of the child experience and potential consequences for
the long term. Restoring diseased teeth presented problems with management at the
point of delivery with the possibility of distress for the child. Not restoring diseased teeth
presented dissonance in that they were not doing what they perceived they should be
doing as dentists.
DF 1 “another big difficulty too is particularly when you are dealing with kids and
general anaesthetic is like anxiety and I find, I particularly found, in the last 10 years
that every kid I take a tooth out on the majority come back with either phobias or real
anxieties and it gets more difficult to do subsequent treatment”
Potential solutions were presented in the form of monitoring with prevention and
minimising pain and infection:
DF 3 “I’ve always been lucky historically that I have been able to manage extensive decay
by just trying to get them through until they exfoliate or fall out”
The use of GA either as a first or last resort was also identified as a possibility.
DS 3 “In the practice we will try and make it (GA) like the last resort, you know they
will try and work on like prevention and maybe try and treat the child”
DS 2 “If they (GDPs) see multiple caries instead of trying to do this (prevention, mon-
itoring and treatment) this is coming from previous work that I’ve done as a dental
nurse. Instead of trying to treat, attempting to treat and sometimes referring to general
anaesthesia too soon really”
The policy drive to reduce the number of GAs was problematic for the operators on
many levels, the child’s best interest was foremost.
DF 1 “and you try to avoid giving general anaesthetic to minimise this potential risk but
you end up potentially then having to do a general anaesthetic and having to deal with
the kid who will always have a phobia”
DI 2 “This system to try and bring the GA referral numbers down there, taking away the
solution rather than the cause of the problem”
Many believed that the GA would be an unpleasant episode for the child resulting in
difficult management issues for the future.
DS 2 “I know these children may have to go for general anaesthetics and this may affect
them in their future life. You know they may be petrified of coming to the dentist in
the future, there are difficulties with having general anaesthetic and that parents don’t
really think about you know from their general health and its not a completely risk free
treatment and I don’t think the parents think of the consequences to the child really”
Others recognised the need for GAs as a potential catalyst for behaviour change in the
parent for whom cultural norms resulted in children with multiple caries.
DI 2 “You know we don’t all live in the same world. And we don’t have all the same
choices open to us”
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DI 2 “I think we have very little influence over preventing these problems, but what we
have been able to do historically is resolving very quickly”
Finally, a referral system of triage that replaced direct referral for GAs was not per-
ceived to be in the best interest of the child and undermined the trust between the dentist
and parent who would often have been a patient for a long time.
DS1 “you know, if the dentist knows what the patient needs, I feel like that should be
listened to and just referred straight to the point it needs to, just be a referral that took
place and then on to another place just feels a bit of a waste of time”
DI 2 “I find it insulting when you see a child you know you think, If you’ve been at
practice for a long time and you know the family, but even without that you know you
see a child and as a professional you realise that it is in this child’s best interest to get this
problem resolved quickly as possible in the way that causes the least trauma”
4. Discussion
Qualitative research is undertaken within time and context frames where attitudes and
cultures change. This along with subjective elements from both participants and researchers
makes reproducibility difficult. In addition, the generalizability of these findings has been
limited by the small and somewhat homogeneous convenience sample. However, this does
not devalue the findings of such research methods. What is important is how research
methods and analytical approaches are described and reported. A triangulation of focus
group and individual interviews strengthened the study methodologically and saturation
of the findings was established. The focus group of GDPs were undertaking a higher
degree for a specialist endodontic qualification therefore it could be that they were more
interested in the delivery of hands on care compared with GDPs in the field. However,
they were practising GDPs at the point when they were interviewed, and the views of
GDP interviewees included similar themes. The GDPs and the dental support staff added
further dimensions to the findings.
The fact that sugar was a theme within this research is of no surprise as the dental
literature promotes the reduction of the overall intake and frequency of free sugars [11,53].
Evidence shows that the control of free sugars intake contributes to a reduction in the
prevalence of dental caries [53–56]. However, there is some debate regarding whether the
amount or the frequency of free sugars intake contributes to disease prevalence [53,57].
The Scientific Advisory Committee on Nutrition (SACN) were unable to determine the
relationship between the two variables frequency and amount of free sugars and dental
caries [58]. The SACN recommend the reduction of the total intake of free sugars and this
is in line with the Common Risk Factor approach to health promotion [59]. Lagerweij and
Van Loveren concluded “it is prudent to not only reduce the amount of sugar but even more so
the frequency of sugar intake such that it is sustainable over a long period of time” [60].
This is an interesting finding as the research undertaken shows an underlying conflict
within the participants studied. The concept of hidden sugars, a communication term
that oral health educators use, was clearly visible as was the knowledge that fruits, dried
fruits and other perceived healthy foods contained relatively high levels of sugar. Indeed,
these foods contain a high level of free sugars which are the most important risk dietary
factor for dental caries [20]. In addition to this, it was clearly stated that the frequency of
consumption of foods contributed to dental caries levels. The tendency for grazing and the
lack of mealtimes, along with the mantra of stop snacking was verbalised. Therefore, we
can assume that the frequency of sugar intake is understood to be a causative factor in the
development of caries. This is in line with current research evidence [13].
The ambiguity surrounding the debate between amount and frequency of sugar intake
in dental caries development has been highlighted by Richards and Filipponi who, in an
attempt to be specific in messaging, suggest leaving the mouth empty for a period of 2 hrs
between episodes of food and/or drink intake [61]. This message would be clear to both
high and low socioeconomic populations particularly as dental erosion is another condition
that could result from frequent intake of acidic foods and drinks even if sugar free [62].
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Another interesting point regarding this is the perception that the amount of sugar has an
impact on high caries levels in the general community in today’s society where 70.4% of
Welsh 12 year olds and 66.6% of 5 year olds are caries free [5,63].
Socioeconomic factors featured in the discussions surrounding high caries experience.
It is clear that the participants understood that lower socioeconomic groups experienced
higher levels of disease. However, it was not clear to what extent the group realised
that high levels of dental caries were found mainly in deprived populations [5,63]. Some
participants identified increased caries experience in patients where the practice serviced
an affluent population. It could be that the experiences that individual practitioners re-
ceived in their daily practice influenced their beliefs regarding epidemiological population
experience of disease. Caries levels have decreased in children in the western world [1,64],
Baelum suggested that the levels of disease are now low in adults too [65]. The number of
band 1 and 2 treatments delivered by NHS GDPs in Wales were 62% and 24% in 2018–2019
supporting low treatment need in the patients attending general dental practice [66].
Cost was linked with social deprivation as a factor contributing to poor health. There
was an opinion that sugary foods are cheap and that some fruit would be more expensive
than confectionary. In reality a 250 g banana costs 20 p [67] while a 45 g chocolate bar
costs 75 p [68]. One interviewee identified that sugar tax may have levelled out the cost
differential [69]. The personal preferences of individuals in deprived sub-groups were
highlighted, with symptomatic irregular attendance and GA seen as their preferred options.
This was believed to be the case even in a situation where availability for, and access
to, services was not problematic. This perception is shared by many within the dental
community; GDPs involved in pilot contract schemes for example. They readily accept that
some patients will choose urgent/emergency care over ongoing continuing care and that
such services are adequately organised by the Local Health Board(s) [70,71]. Furthermore,
the independent review of general dental services in England shows no qualification within
the document as to how to facilitate influencing the choices irregular attenders make with
regard to ongoing continuing care [31].
The dentists and dental support staff were clear on how to prevent dental caries with
one participant saying that it is quite a simple overall message. The message voiced was in
tune with current advice [36]. The link between behavioural choices and disease activity
was clear from the data collected. However, their experiences as dental professionals
differed between dentists and dental support staff. The dentists voiced opinions that it was
difficult to influence changing patients’ behaviours within their professional role. They felt
that the individual patient needs to be motivated and want to change and they as dentists
did not verbalise methods or skills to deliver active health promotion. In contrast, dental
support staff were more positive regarding prevention. Other researchers have found
similar opinions in dentists where higher socioeconomic groups were perceived to be more
receptive and therefore more likely to receive oral health promotion [72,73]. Patients in
general were seen to take little responsibility for actively controlling their disease and that
an easy way out was preferred by patients. These experiences generated a negative view
of the efficacy of preventive activity. Therefore, their role was that of someone providing
hands on treatment and this spilled over into prevention with the delivery of fluoride
varnish as preventive activity. Contract monitoring within the current systems in Wales
include numbers of fluoride varnish applications as a measure of preventive activity [74].
Other professional groups were viewed as being responsible for oral health promotion and
there was a need for joined up thinking with macro campaigns needed to reinforce the
delivery of services through individual dental practice sites, such as the attendance for very
young children at the dentist. Theoretical models of oral health promotion also suggest
common macro, meso and micro messaging [75]. Aljafari et al. found similar findings from
a qualitative study of general dental practitioners on promoting oral health in high-risk
caries children [76]
The NHS contract was identified as having created a situation where patients with
high needs and patients with difficult management issues such as anxiety were excluded
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from dental services. These were identified as unintended consequences of the new dental
contract of 2006. Similar findings were reported by Aljafari et al. [76]. Contract monitoring
by Primary Care Organisations seem to recognise the concept of dental fitness through the
provision of treatment rather than staged care within a continuing care approach when
evaluating individual contracts [77]. The lack of funding for prevention within the NHS
contract was identified as a problem with primary prevention having been a directive
from Government rather than in-house policy. Bloomfield recognised the need for change
regarding funding and care provision in dentistry in the UK [78]. Since then, an expansion
of service provision has been based on the concept of supply induced demand [79]. Holden
et al. explored the views of Australian dentists, where 85% of dental care is provided
under private contracts and highlights the concerns regarding the commercialisation of
dentistry [80]. The authors identified how dentistry has become more systematically
commercialised as a professional enterprise and moved away from its roots in medicine.
They highlighted the distinction between a patient needing a filling to address dental
caries (health need) and a patient requesting orthodontics or tooth whitening because their
appearance does not conform to social norms (supply induced demand). Richards et al.
documented the development of services in the UK over the last three decades [42]. The
impact of service delivery on oral health and the balance between oral health and supply
induced demand has been investigated in an ecological study in Wales in which the study
showed improvements in oral health with persistent social inequalities [81].
Interestingly these high need groups were not specified as deprived sub-groups, rather
those individuals with high dental needs. Similarly, the research has not seen an overt con-
nection between patient behaviours and socioeconomic status on an individual basis, other
than those reported earlier. This may be because the social make-up of the catchment areas
they are servicing are relatively deprived. Richards et al. identified the fact that a practice
situated in a deprived area does not always represent the deprivation profile of the area;
often the practice profile is weighted towards higher socioeconomic groups [82]. Innate
biases could be demonstrated with the focus group individuals remembering problematic
patients as a greater portion of their patient base; they are then likely to overestimate
the frequency of such patients [83]. In this situation there is a risk that stereotyping the
general population when the burden of disease is in the most deprived sub-groups could
disadvantage a proportion of the population that would respond to oral health education
advice if it was offered. This may explain the differences in the distribution of disease
between the most and least deprived local authorities in Wales. For example, Monmouth,
an affluent unitary authority, having 0% of the most deprived 10% of the Welsh population
and only 19.6% of the most deprived 50% of Wales. Yet, 25.9% of 12-year olds experience
caries and those with caries have a DMFT of 1.93 at 2016-7 [84].
The views regarding dental attendance were not founded on fact regarding service
usage as attendance for the 2-year period ending September 2019 was 55.1% excluding
patients on private contracts [85]. On the one hand the group stereotyped individuals
with a poor general attitude, while on the other hand they defended individuals through
their lack of knowledge and parenting skills. This may reflect some internal dissonance
in dental personnel as parents and their own difficulties in managing their children’s
behaviours such as sugar eating. The group found communications regarding prevention
difficult, particularly with stereotypical patients. This could be a reflection of the skills they
acquired while training. Neville and Waylen suggest that behavioural and social science
skills should be fully integrated into the UK dental curriculum and not just offered as an
‘add on’ to the undergraduate programme [86].
The management of this patient group with multiple caries stimulated discussions
surrounding GA provision and managing primary caries teeth. The management of caries
in children has been a controversial issue for over a decade, to fill or not to fill deciduous
teeth [87–90]. The dilemmas faced were clearly verbalised both in the focus group and
as individual interviewees. Recently, a randomised controlled trial, the RECUR trial has
shown how prevention using motivational interviewing delivered by dental nurses resulted
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in significantly reduced repeat general anaesthetic need [91]. The authors indicated that the
outcomes had implications for changing paediatric dental practice internationally. Training
and implementation of behavioural approaches such as Motivational Interviewing and
opportunities for Dental Nurses to perform brief interventions are likely to make contacts
with parents more effective in line with the focus on Making Every Contact Count (MECC)
promoted by the Welsh Government in the context of general health [92]. The inappropriate
use of GA for dental extractions was highlighted by one dental support staff member. This
issue has resulted in a drive to reduce GAs in Wales [93,94], pathways have developed
that involve triage with decisions that may be at odds with the referring dentist. This
position generated discontent within the whole dental team. Chieng et al. reported that
many of the children referred for triage and treatment failed to complete treatments based
on restoring teeth [95]. There is a clear opportunity to use GAs to catalyse behaviour
change [91]. One dentist made a clear point that the policy to reduce GAs was addressing
taking away the solution (quick easy resolution of the child’s problem) rather than the
cause of the problem ([in] effective prevention). Milsom et al. suggested a staged approach
to the management of client groups with high dental need in the context of continuing care
and prevention [96]. Another randomised controlled trial, the FICTION trial, has shown
that the management of primary caries teeth does not necessarily require the restoration of
the teeth in the context of prevention [97]. Richards et al. described how the contract has
developed so that deprived sub-groups have been excluded from dental services [42]. The
sparse availability of paediatric specialists limits the expert service provision; hence, the
GDPs remain the first call to respond to children with multiple caries [98]. However, this
can be considered a limitation in the study, as specialists or paediatric dentists may offer
relevant perspectives and approaches as compared with general providers.
5. Conclusions
The question was posed in the introduction, are individuals choosing not to attend
for regular care or are there obstacles influencing choices? This research suggests that
there are barriers to the delivery of equitable care to populations. These include the
availability and access to care to GDPs due to contract constraints. In addition, the role
perceptions held by the GDPs may contribute to barriers. Furthermore, the lack of access to
paediatric dentists may limit the choices available to parents. These barriers need further
quantitative investigation in order to address issues and develop services. Without these
developments unintended social exclusion for deprived sub-groups may persist within
populations in the UK. This could apply to many European countries and other low- and
middle-income countries worldwide. Developing service policies to address the conflict
between rewarding professionals for outcomes based on a medical model of health rather
than a social model of health is needed in order to equalize the financial balance between
health driven practice and supply induced demand practice. In this way, population
coverage can be achieved.
While there are sound reasons for a population approach to oral health promotion,
this research highlights the conflict between population and targeted approaches. For
example, the common risk approach to sugar reduction and the ambiguity surrounding
understanding cultural aspects of lower socioeconomic behaviours and sugar consumption.
Training voids for dentists and their teams need to be identified and filled in clinical practice.
This may facilitate the development of a targeted approach towards deprived sub-groups.
Along with an overall population approach within high-income countries a targeted
approach could maximise the effectiveness of oral health promotion. The management of
multiple caries in children is an example where approaches need to be addressed.
Targeted approaches could be delivered within structures already present without the
danger of stigmatising the sub-group. In the UK, these include primary prevention through
non-dental personnel such as Health Visitors [30]. Also, the development of General Dental
Services as is the case in Wales [43]. School toothbrushing promotion is yet another example
of targeting specific sub-groups such as Childsmile in Scotland [99] and Design to Smile in
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Wales [100]. Within clinical practice, the development of General Dental Services as is the
case in Wales is yet another example of an integrated approach [43]. This places equity as
opposed to equality to the forefront.
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